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ELSEVIER 


With the increasing number of 
open transsexuals in the popula¬ 
tion and the advances in recon¬ 
structive surgical techniques, gen¬ 
der reassignment surgery has 
been increasing since the 1960s. 
Secondary to the increase in pa¬ 
tients undergoing gender reas¬ 
signment surgery, the practicing 
gynecologist is more likely to en¬ 
counter a transsexual patient. A 
49-year-old, nulligravid, white fe¬ 
male presented to the gynecology 
clinic for her annual gynecologi¬ 
cal exam. Her past surgical history 
was significant for male to female 
gender reassignment surgery in 
1991. Her hormonal medications 
included levothyroxine and estro¬ 
gen. She described a strong family 
history of breast cancer for which 
she was being followed in our in¬ 
stitutional Breast Watch Clinic. On 
physical examination, findings 
were notable for surgically con¬ 
structed female external genitalia 
and a neovagina. The rectal exam 
was normal and failed to demon¬ 
strate any prostate pathology. It is 
important for the experienced gy¬ 
necologist to be familiar with 
transsexualism, the reconstructive 
surgery involved, the surgical 
complications, and gender iden¬ 
tity support groups and clinics 
available to these patients. Trans¬ 
sexuals should be treated to the 
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extent possible like other female 
gynecological patients, while care 
is taken not to overlook underlying 
or preexisting medical conditions, 
including conditions unique to the 
prior and new genders. (Prim Care 
Update Ob/Gyns 2001;8:22-24. 
© 2001 Elsevier Science Inc. All 
rights reserved.) 

Transsexualism, also known as gen¬ 
der dysphoria, is the most complete 
and profound disorder of gender 
identity. Gender identity is one’s 
inner sense or basic awareness to 
which sex one belongs. “I am male” 
or “I am female.” Gender role is the 
public expression of one’s gender 
identity. Behaviorally, transsexual¬ 
ism manifests as an individual liv¬ 
ing in the role of the gender opposite 
to his or her physical anatomy. 1 
Transsexualism was first described 
in the 1950s by Benjamin and is 
now widely recognized. Transsexu¬ 
alism is now considered a true dis¬ 
ease, rather than a variation from 
the norm. 2 


Case 

A 49-year-old, nulligravid Cauca¬ 
sian female (status after transgender 
surgery, male to female, in 1991) 
presented to the ob/gyn clinic for 
her annual gynecological examina¬ 
tion and Papanicolaou smear. The 
patient presented without any spe¬ 
cific complaints. She was in a stable 
sexual relationship with a male 
partner. Because of a strong family 
history of breast cancer and her 


concurrent use of estrogen therapy, 
she was also being followed in the 
institutional Breast Watch Clinic. 
Additional medical problems in¬ 
cluded obesity, type II diabetes mel- 
litus, hypothyroidism, bipolar dis¬ 
order, and posttraumatic stress 
disorder. She was receiving routine 
medical care in the internal medi¬ 
cine and psychiatric departments 
for the above medical conditions, 
which were well controlled on med¬ 
ical therapy. The patient’s body 
mass index was 49, consistent with 
morbid obesity. The thyroid was 
palpable but without masses or thy- 
romegaly. She had not undergone 
breast augmentation, and the breast 
examination revealed symmetrical 
breasts without masses or galactor¬ 
rhea. The abdomen was obese, soft, 
and without palpable masses. The 
gynecological portion of the exam¬ 
ination revealed surgically con¬ 
structed female genitalia to include 
a clitoral hood and labia. The ure¬ 
thral meatus was inferior to the 
clitoral hood and superior to a neo¬ 
vagina. The neovagina ended in a 
blind pouch and was similar in 
appearance to a posthysterectomy 
atrophic vagina. As expected, the 
cervix, uterus and ovaries were con¬ 
genitally absent. The rectal exam 
revealed a smooth prostate without 
palpable masses, and the stool was 
guiac negative. The patient was 
counseled extensively regarding the 
use of estrogen with her family his¬ 
tory of breast cancer, and she de¬ 
cided to continue hormonal ther¬ 
apy. She was also counseled on 
monthly breast self-exams and 
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about sexually transmitted dis¬ 
eases, and she was encouraged to 
lose weight. The patient was given a 
refill of premarin and instructed to 
return to the clinic in 1 year or as 
needed. The cytologic smear of the 
neovagina returned with features 
consistent with bacterial vaginosis, 
but otherwise there was no dyspla¬ 
sia or atypia. The mammogram re¬ 
vealed no radiographic evidence of 
malignancy. 


Incidence 

The number of transsexual patients 
seeking either vaginoplasty or phal¬ 
loplasty increased dramatically in 
the 1980s. 3 A conservative estimate 
of the number of people suffering 
from gender dysphoria is approxi¬ 
mately 30,000 worldwide. In the 
United States, at least 10,000 are 
known to have some form of gender- 
identity disorder. 4 

The cause for an increase in the 
awareness and acceptance of trans¬ 
sexualism is unknown but may be 
due to the increase in sexual open¬ 
ness and education that is provided 
in some part by the media. 5 Further¬ 
more, in the entertainment world, 
cross-gender behavior is openly 
portrayed and positively rein¬ 
forced. 6 Why the dramatic increase 
in the requests for surgery? Ad¬ 
vances in plastic surgery and in¬ 
creased availability of surgeons and 
clinics specializing in genital recon¬ 
struction may have contributed to 
the increase in the number of pa¬ 
tients seeking surgical reassign¬ 
ment. 

From the 1960s to the 1970s, the 
ratio of male to female transsexuals 
requesting surgery reassignment 
was 4.5:1. However, during the 
1980s, the ratio has approached 1:1. 
The patients requesting these pro¬ 
cedures are younger than those of a 
decade ago, and very often, they 
have the support of their friends and 
families. With the evolution of new 
and improved surgical techniques 


for genital reconstruction, more 
transsexuals are electing surgical 
sexual reassignment. 6 


Patient Selection 

A careful and extensive evaluation 
must be completed in order to en¬ 
sure proper patient selection for 
gender reassignment surgery. Al¬ 
most all transsexuals are psycholog¬ 
ically complex individuals. 6 They 
often have underlying psychiatric 
disorders. Indeed, our patient suf¬ 
fered from bipolar disorder and 
posttraumatic stress disorder. It 
wasn’t until the 1980s, when the 
American Psychiatric Association 
published the Diagnostic and Sta¬ 
tistical Manual of Mental Disorders, 
3rd edition (DSM-III), that standard 
descriptive criteria for the psychi¬ 
atric diagnosis and treatment of 
transsexualism were released. The 
criteria include individuals that 
have reached puberty and have the 
persistent discomfort and sense of 
inappropriateness about their as¬ 
signed sex. These persons have the 
persistent preoccupation for at least 
2 years with getting rid of their 
primary or secondary sex character¬ 
istics and acquiring the sex charac¬ 
teristics of the other sex. 7 The re¬ 
sponsible approach to the diagnosis 
and treatment of these complex pa¬ 
tients is multidisciplinary. To help 
care for these complex patients, sev¬ 
eral gender identity clinics have 
been developed to incorporate this 
team approach, to include the urol¬ 
ogist, gynecologist, plastic surgeon, 
and psychiatrist. 6 


Transsexualism and 
the Gynecologic Patient 

As the awareness of transsexualism 
increases, so will the number of 
patients undergoing transgender 
surgery. As part of their new gender, 
they will be presenting to their pri¬ 
mary care provider for their annual 


health maintenance examination 
and pelvic exam. It is important for 
the experienced gynecologist to 
evaluate and treat these patients (as 
much as possible) like other female 
gynecological patients. As part of 
their physical examination, a breast 
and pelvic examination should be 
included and routine screening 
tests obtained (eg, Papanicolaou 
smear, mammogram, screening for 
sexually transmitted diseases). It is 
also necessary not to overlook un¬ 
derlying or preexisting medical 
conditions (eg, mental health con¬ 
ditions, hypertension, obesity, dia¬ 
betes) or risks that may be incurred 
due to hormone manipulation (eg, 
breast cancer). It is also important to 
evaluate for disease processes 
unique to their prior gender, such as 
prostate cancer or breast cancer. 
Surprisingly, in this patient, the 
cytologic smear returned with fea¬ 
tures consistent with bacterial vagi¬ 
nosis. These patients may present 
for evaluation of certain gyneco¬ 
logic conditions and infections (eg, 
dysplasia, vaginitis), and the gyne¬ 
cologist should be ready to offer the 
appropriate therapy. The gynecolo¬ 
gist should have a general knowl¬ 
edge of the reconstructive surgical 
procedures and of the potential 
postoperative complications in or¬ 
der to assist the plastic or urologic 
surgeons in the event of consulta¬ 
tion. 


Gender Identity Clinics 

The development of gender identity 
clinics and support groups has 
made a great impact on the emo¬ 
tional support of these patients and 
their families. These patients need 
assistance in helping to redefine 
their roles as parents, coworkers, 
friends, and lovers. The groups are 
designed to help the patient and 
their families to become more ac¬ 
cepting of the new gender. These 
groups also provide support and 
guidance to patients who are having 
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difficulties in dealing with their loss 
of fertility. An important part in the 
multidisciplinary approach to car¬ 
ing for transsexuals includes refer¬ 
ral of the patient and their family 
members for participation in these 
groups. 


Conclusion 

As the number of transsexuals un¬ 
dergoing transgender surgery in¬ 
creases, it is important that the ex¬ 
perienced gynecologist be familiar 
with transsexualism, the recon¬ 
structive surgery involved, the sur¬ 
gical complications, and the trans- 
gender support groups available. As 
part of their new gender, they will 
be presenting for their annual gyne¬ 
cological examination. Transsexu¬ 
als should be treated, to the extent 


possible, like other female gyneco¬ 
logical patients, while care is taken 
not to overlook underlying or pre¬ 
existing medical conditions, in¬ 
cluding conditions unique to their 
prior gender. A team approach in¬ 
cluding the urologist, gynecologist, 
plastic surgeon, and psychiatrist 
should be used in treating these 
complex patients. 
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